Introduction
The problems associated with good management of the patient suffering from major injuries are legion (1-26) and short-comings in the UK service have been highlighted in the Royal College of Surgeons of England (RCS Eng) Working Party Report on the subject (1) .
The particular problems in UK include: 1. A relatively low incidence of major trauma with the cases being admitted to a large number of hospitals. It is therefore difficult for anyone individual or team to gain substantial personal experience. 2. Much of the management of major trauma which occurs, not only during the 'silent' hours (1700-0900), is left to junior trainees who have very little formal training, uneven experience and, for a variety of reasons, do not immediately seek the help of senior colleagues (2). 3. Poor documentaion compounds these problems, leading to inadequate and disorganised communication between medical staff in transferring hospitals and receiving centres, and between specialists within a given hospital. Scanty and inappropriate recording also precludes an adequate audit of trauma management and outcome. The same form of record may be used for a patient with an infected toe nail or a ruptured spleen.
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We therefore set out to design recording charts for patients with major injuries which would ensure relevant history taking, systematic patient assessment, resuscitation and examination, plus a dynamic record of vital signs, investigation and therapy. This comprehensive information is presented so that it can be rapidly assimilated by those called to see the patient in the Emergency Department. It is also valuable for audit studies in individual cases, for teaching purposes and for research projects at a later date (3, 4, 5) .
The charts encourage the creation of a trauma team leader working along the protocols advocated in the Advanced Trauma Life Support (ATLS) Course designed by the American College of Surgeons and now adopted by the RCS Eng (6, 7, 8) .
The charts are designed to be simple, minimise longhand writing and duplication of information recording, while ensuring that items are not forgotten or missed on the examination and assessment, so encouraging a uniform standard of trauma care (9) . This type of standardised approach has been used successfully by the Resuscitation Councils of the UK and Australia and the American Heart Association with flow charts for cardiopulmonary resuscitation (CPR) (6) .
The nursing staff at Frenchay Hospital, Bristol were actively involved in the development and design of the charts which have been in constant use since 1989 in the A & E Department of the hospital. Other centres have also used the form since this time.
I P Pa/mer, P F J Baskett and S E McCabe
Advanced Trauma Life Support -New Chart 1 1 1 1 1 1 1 1 1 1 1 11 1 1 1 1 -.
-.
- 
I P Palm er, P J F Basket! and S E McCabe
The Charts
The chart records information in two separate parts: i. Chart A (observations):
Fij!ure 1. This section records observations of vital ~igns, essential personal information, the history of the injury and fluid balance (10) .. ii. Chart B (resuscitation): Figure 2 . This section records the primary survey and resuscitation, secondary survey, revised trauma score (RTS), results of special investigations, referral and disposal arrangements.
Chart A (observations, history and fluid balance) (Fig 1) i
. Personal details and History
Space is allocated for the patient's personal information and time of injury. Special emphasis is placed in recording the details of the incident, which may provide a quick guide to the nature and severity of the injury. A note is also made of any relevant medical history which may influence the response to the injury or treatment (10) . ii.
Vital Signs
The record of vital signs (BP, pulse, respiratory rate, CVP, temperature, Glasgow Coma Scale and pupil size and responses) is collated on a single graph chart by time so that, for example, the effect of hypotension in a patient with a closed head injury can be easily observed.
It is from here that information is derived to allow the calculation of the RTS. An actions/events box records interventions, investigations and treatment which serves particularly to relate invasive techniques with the ensuing vital signs, hopefully highlighting any harmful sequelae such as haemo/pneumothorax following insertion of:l central line.
iii. Fluid Balance
There is ample space for fluid balance to be charted, even for the most severely injured patient. This chart will be completed concurrently by the nursing staff whilst the medical attendant(s) undertake the primary survey, resuscitation and s'!condary survey (6, 8, 9) .
Chart B (resuscitation, surveys, investigations) (Fig 2) i
. Primary Survey and Resuscitation
The first anc:I foremost aim in any seriously injured patient is to make a brisk initial primary survey of the patient to estimate life threatening injuries along the ABCD protocols. This must be performed with "obsessional formality". No corners must ever be cut, and nothing else must be done until this survey is complete and appropriate resuscitation measures established to achieve stability of the vital functions. Accordingly the boxes for primary survey, assessment and resuscitative actions are at the top of the chart to emphasise their supreme importance. This box serves to remind the physician of the 121 primary survey examination procedure, the possible life threatening diagnosis and the steps required to ameliorate them. It is designed to ensure that vital steps are not omitted during the resuscitation phase, so reducing the number of tragic mistakes which contribute to avoidable trauma deaths (11, 12, 13) e.g. the patient with a ruptured liver being incorrectly assessed and being taken to the operating room for relatively non-urgent orthopaedic surgery, and dying on the table from unsuspected massive haemorrhage.
It is of course essential to remember that a critically ill patient may become unstable at any time. The dynamic nature of the observation Chart A allows rapid identification of the development of any such problems. This survey and investigations, such as radiology, should not be performed until the patient is stabilised. Thus these boxes are situated in the lower half of the chart. The secondary survey box contains a mannequin diagram and a brief reminder of the likely systems which may be injured.
iv. Investigations, Prescriptions, Disposal
The investigations to be ordered are conveniently blocked and serve as a reminder of possible injury and disruption of function. The form also acts as a prescription chart minimising yet further the number of forms required for each patient. If recorded in the actions/ events box, any effects of prescribed drugs may be easily visualised by changes in the vital signs.
Methods
It proved impossible to gain access to retrospective records of those patients treated in the Resuscitation Area of the A & E Department due to the constraints of time and changes of job.
A prospective study was undertaken over a period of 18 months (March 1989 -August 1990) on all "emergencies" treated in the Resuscitation Area of the hospital.
For the first 12 months (March 1989 -February 1990) the use of the forms were "encouraged", during the subsequent 6 months their use was deemed "mandatory" . Discussion Table 1 reveals that the forms were being used for nontrauma cases. This was the innovation of the senior nursing staff who found the observation side (Figure 1 ) so useful that they extended its use to all unconscious patients etc.
The level of significance between the two periods for "Administrative Details" and "Vital Signs" was nonsignificant p>O.1 throughout. Tables 2 and 3 , however, reveals significant improvement in levels of recording between Period 1 and 2 es- 
Conclusion
This document offers a structured protocol designed to help medical staff faced with the daunting prospect of dealing with the multiply injured patient on an irregular basis, thereby enhancing their assessments whilst at the same time providing a "real time" record of what happens to a patient in his or her journey through the Casualty Department.
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